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FOUR cases illustrating widely different fields of surgery
have recently come under my notice, and appear to me,
notwithstanding the fact that no general surgical principles
are involved, to be worthy of record.

BILIARY OBSTRUCTION.

I had the opportunity of seeing about two months ago
a doctor, aged sixty-five, on whom I had operated, in
July, 1910, for biliary obstruction. The case was quite
unusual, if not unique. His history prior to the date of
operation was typical of stone in the common bile duct.
In September, 1909} having had repeated attacks of biliary
colic, he was operated upon in a Dublin hospital, and the
biliary tract, so far as I could ascertain, was thoroughly
searched, with a negative result. When this patient con
sulted me nearly a year later he had a large ventral hernia,
and was still suffering from intermittent attacks of violent
colic, followed by jaundice. With the assistance of the
late Sir John Lentaigne, I opened the abdomen and com
menced a systematic search of the biliary tract. The
gall-bladder was practically non-existent, a tedious dis
section failing to demonstrate even its remnants amongst
the adhesions and fibrous tissue. For all I know, the gall..
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bladder was removed at the previous operation. The
common bile duct was, however, easily demonstrated, and
was greatly dilated.

At this stage of the operation we had no doubt that a
stone would be found near the ampulla of Vater, but after
thorough search we were soon satisfied that, none existed.
As a dernier ressort the duodenum, already mobile, was
opened, and th~ cause of the trouble now became apparent.
A small cyst, tense, and presenting rather the appearance
of the familiar ganglion of the wrist, was found in or about
the orifice of the common bile duct. The cyst was laid
open, and a mucoid fluid with some granulation tissue was
released from the sac. Instantly bile poured into the
duodenum and tended to flood the field of operation.
Unfortunately, not recognising the rarity of such a con
dition, I had no microscopical examination made of the
cyst wall or its contents. The duodenum was securely
closed by two layers of suture and the operation com
pleted. The patient remained well, and had no recurrence
of jaundice or colic. A point of interest arose in this case
worthy of mention. As a. result of the first operation in
1909, a large ventral hernia had developed, and in closing
this, at the operation just described, "forty-day" chro

mioised catgut was used in interrupted sutures. In five
days the catgut had become completely absorbed, and it
was necessary to re-ansesthetise the patient and re-stitch the
abdominal wall. .The remnants of the interrupted sutures
were picked out of the tissues and found to be almost
completely absorbed. This illustrates' the necessity of
bearing in mind that the rate of absorption of catgut in
aponeurotic structures depends more on the amount of
tension than on the thickness or the method of prepara
tion. It almost stands to reason that the absorption of



By MR. W. I. DE COUROY '~~HEELER. 23

catgut will accelerate in proportion to the amount of pull,
and yet this is a point constantly overlooked..

URINARY FISTULA.

The second patient called on me a month ago to report
his condition. He had suffered in September of 1889

from a stone in the bladder, which was removed in a
Dublin hospital by the supra-pubic route. The bladder

FIG. L

Operation for the cure of persistent supra-pubic urinary fistula, 24:
years' duration. The opening in the bladder wall is sutured and the reflec..
tion of the peritoneum grasped with forceps.

was apparently stitched to the skin, as was the custom in

the early days of supra-pubic cystotomy. The patient
was for three months in hospital, and he related to me how
sometimes the wound would close for a fortnight and then
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re-open. A pad and truss belt were supplied to keep
pressure over the fistula in order to encourage the flow of
urine per vias naturales: the result was unsatisfactory.
A second operation was performed in 1890 in an endeavour
to close the fistula. At this time he remained for two
months in hospital. In November, 1913, twenty-four
years after the urinary fistula was established, I saw the
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Fro. 2.

The peritoneum. has been opened and a tongue-like flap of omentum
secured between the sutures in the bladder wall and the superficial
tissues.

patient for the first time. He was then wearing his pad

and truss. Ammoniacal urine was escaping and trickling

down in every direction, causing excoriation of the skin

and rendering the patient unpleasant to himself and every
body else. A large area of the supra-pubic region was
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occupied by thin scar tissue, and an aperture in this,
through which a small catheter could be passed, led into
the bladder. The urine was very foul and contained a
quantity of pus. Both the kidneys were enlarged, and the
right kidney contained several calculi, as shown by x-rays.
There was no urethral obstruction. The patient refused
to have the condition in his kidneys surgically dealt with,
but was willing to undergo any operation to close the
supra-pubic fistula. In November, 1913, an elliptical
portion of the scar tissue was excised. The bladder was
dissected free, and the opening in its wall, after freshening
of the edges, was closed with two layers of suture. It
appeared likely that if the operation was completed by
this method a .fresh fistula would very rapidly form, and
the operation be no more successful than those attempted
previously. After preparation of the field of operation a
small opening was made into the peritoneum at its re
flection from the upper portion of the bladder (Figs. 1

and 2). The great omentum was pulled through this
aperture, and a large flap laid over the bladder between
the vesical wall and the superficial tissues. The flap was
anchored in place by several points of interrupted suture.

Almost two years have now elapsed, and the patient
has had no urinary leak, and is much gratified at the result.
His condition prior to operation was truly miserable.

CAPSULOTOMY OF THE ELBOW JOINT.

The third case was one of a soldier wounded some
months ago in one of the battles for Calais. He sustained
a comminuted fracture of the right humerus just above
the elbow joint. He was admitted to Mercer's Hospital

about two months after the infliction of the wound. The
fracture had been treated with great success in a hospital'
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in Scotland, and the fragments were in excellent position.
A very usual deformity, however, resulted-the deformity,
in fact, which is common after all fractures of the arm
above and below the elbow joint-i.e.; while flexion was
almost perfect, the elbow could be extended only to an
angle of 120, full extension being impossible. On using
force in the direction of extension the characteristic
prominence of the biceps tendon was noticeable. J. B.
Murphy has pointed out that this inability to extend,
either passively or actively, the arm is due to an adaptive
shortening of the anterior portion of the capsular ligament
of the elbow joint.

FIG. 3.

Capsulotomy of the elbow to obtain full extension after injuries to the
elbow joint. A tenotome (Jones) is passed across the bone above the internal
condyIe of the humerus and the capsule divided.

It is often quite useless in such cases to lengthen the
biceps tendon, and no reasonable force will stretch or
rupture the capsule sufficiently to permit full extension.
It will be seen, therefore, that the rational operation in
such cases-and they are extremely common-is to divide
the anterior portion of. the capsule by the operation of
capsulotomy. 'A small incision is made down to the bone
above one or both of the humeral condyles. A .tenotome
is passed closely along the bone just above the Joint and
behind the vessels (Fig. 3). The sharp edge is turned on
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the capsule, and the. latter can be divided with a few
sharp strokes. Mter this simple operation the arm falls
into the straight position, and there is no tendency of the
deformity to recur (Fig. 4). This patient was exhibited to
illustrate the efficiency of the operation on April 9th,
1915, at the Royal Academy of Medicine in Ireland (see
Transactions, vol,xxxiii, p. 221). Since this case I have twice

FIG. 4.

Capsulotomy. After division of the anterior portion of the capsule the
joint "falls" into the extended position.

performed the operation, with most gratifying results. I
have applied the same principle once in flexion contraction

of the wrist and once in a case of crippling arthritis of the
hip joint after the lip of osteophytes had been removed by
the operation of cheilotomy.

DIFFUSE TRAUMATIC ANEURYSM OF THE TIBIAL

ARTERIES.

The last case I wish to report is that of an officer,
Captain W., wounded in the recent fight for Loos. The
bullet entered the outer side of the calf of the right leg,
a little above the middle and midway between the front
and the back. It passed obliquely upwards and inwards,
and found exit through a large opening about 1~ inches
behind the postero-internal margin of the tibia, above the
junction of the upper and middle third of the leg. Some
hremorrhage, preceded by great pain, occurred from this
opening in his transit from France to Ireland.
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Dr. Miller, R.A.M.C., who attended this officer in the
trenches (and who was himself wounded shortly after
wards, and was brought as a patient to the Officers'
Hospital in Dublin), informed us that he had found diffi
culty in checking the hremorrhage in the first instance.
011 October 18th, three weeks after he had received the
wound, the patient was seized with intense pain in the
leg, and it was found that the calf on both sides had
swollen considerably, and great pulsation could be felt
over a wide area on the inner side. The pulsation ex
tended almost from the knee to the middle of the leg. On

the following morning blood commenced to ooze from
the internal exit wound, and it was seen that active
surgical intervention had become necessary. We were
confronted with, several problems :-First, notwithstand
ing the pulsation on the inner side of the leg, it was im
possible to say whether the anterior tibial or the posterior
tibial, or both arteries, had been injured by the bullet;
secondly, if it was the posterior tibial artery, as seemed
most likely, the injury was too high up to ligature this
vessel by the usual route; thirdly, ligature of the posterior
tibial artery below the popliteus muscle at or near the
origin of the peroneal branch artery might have proved
ineffective or useless, especially when it was uncertain if
the anterior tibial artery had been wounded. In the
circumstances it was decided to tie the popliteal artery in
the lower third of the thigh. The incision was made in
this position behind the tendon of the adductor magnus
muscle. It was not difficult to expose the artery sur
rounded by fatty tissue behind the femur, but great care
had to be exercised to separate the vein which lay in the
depths of the wound covering the artery in this operation.
A double No.4 silk ligature was passed round the artery
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and secured. The exit wound at the inner and upper por
tion of the leg was enlarged and the fingers were passed into
a cavity without definite walls about the size of a tennis
ball containing blood-clot. There was direct communica
tion between this cavity and the point of entrance through
the interosseous membrane, The fibula had been grazed
by the bullet. A large tube was now passed from the inner
wound through the interosseous membrane and out
through a small incision which corresponded to the point
of entrance of the bullet. The septic wound was dressed,
as is our custom, with pads saturated in eusol, The
collateral circulation was completely established on the
day of operation, and four days later an artery as large as
the radial was pulsating in relation to the inner side of
the knee joint. It may be of interest to note that only
twelve cases of aneurysm of the posterior tibial artery have
appeared in the literature since 1894, and that where the
bullet takes a course such as I have mentioned, Dupuy
tren's difficulties should be remembered. In connection
with a case of hsernorrhuge from the calf caused by a pistol
bullet, this old writer says: "Should aligature be tied on
the ends of the divided vessels 1 But what \vere those
vessels 1 Was it the anterior or posterior tibial 1 01' the
peroneal or popliteal 1 Was it several of them at the same
time? Should they be attacked from before or behind ~ "

These problems which arose in the practice of men of
bygone days when sepsis and secondary hremorrhage were
rife are reappearing daily as a result of' the war.

From the brief account of this case it will be recognised
that Morton's operation was impossible, for there was no
sac, ligature of the posterior bibial artery was not practic
able, and it was doubtful whether the anterior tibial was
wounded or not. The fear Of the first few days was the
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likelihood of recurrent hremorrhage owing to the .rapid
development of the collateral circulation.

Major Turner, in the number of the British Journal of
Surgery just published, records a similar case which
further illustrates the surgical perplexities surrounding
what at first sight seem to be simple propositions.

This case was one of circumscribed traumatic aneurysm
of the post-tibial artery. A tourniquet was applied and
an incison made directly over the swelling. The sac was

opened but the feeding vessels could not be identified.
There was a hole in the tibia which admitted the fore
finger with ease. What were thought to be the ends of the

posterior tibial artery were tied and the cavity was packed
with gauze. The tourniquet was released and the gauze
removed. There was a swish from some large vessel and
very considerable heemorrhage. The tourniquet was re
applied and the femoral artery was ligatured in Hunter's

canal. The hsemorrhage was still alarming and seemed
uncontrollable. Turner considered that the bleeding vessel
must either have been an exceptionally large nutrient
artery to the tibia, or that the anterior tibial artery had

been wounded. Packing of the hole in the tibia with
strips of gauze soaked in turpentine eventually checked

the bleeding. The effects of the loss of blood were very

marked, but the patient completely recovered. The
freedom of the collateral circulation was a revelation in
this case.




